Pubis osteomyelitis is a rare bone infection disease. The clinical manifestations of this disease are highly misleading. The symptoms are non-specific and the patients feel pain in their pelvis and have difficulties in walking. The risk factors for this disease are pelvic and urological surgeries. Case Presentation: In this report, a 40-year-old female with suprapubic fistula secretion 6 months after reconstructive surgery for bladder prolapse was introduced. In fistulectomy surgery, pelvic pubis osteomyelitis was identified and treated by curettage and debridement. In microorganism culture of the samples, Staphylococcus epidermidis was the result, which was resistant to methicillin. Conclusions: Antibiotic treatment is not enough for pubic osteomyelitis. Curettage and jet lavage surgeries are suggested. Closing the possible route by the urogenital tract is of great importance in controlling the disease.
Introduction
Osteomyelitis of symphysis pubis is a rare bone infection disease, which involves only 1% of cases with osteomyelitis (1) . Most studies on this matter were reports. Pubis osteomyelitis, inflammation, and septic arthritis symphysis pubis can be observed in patients during pregnancy, after delivery and surgical interventions, and even after vascular invasion interventions (1) .
Osteomyelitis of symphysis is unusual and the clinical manifestations are similar to those of pubis osteitis. Since it is rare, its non-specific symptoms and complications may lead to misdiagnosis, lack of diagnosis or delayed management. The clinical manifestations of pubis osteomyelitis are deep pain of pelvis associated with point tenderness above the symphysis pubis (2, 3) . Difficulty in walking due to severe pain has also been reported. One of the most important differential diagnoses that have the same symptoms is pubis osteitis (2, 3) . In this report a rare case with pubis osteomyelitis one year after reconstruction bladder prolapse surgery is presented;complication was the caused by Staphylococcus epidermidis.
Case Presentation
The patient was a 40-year-old female with mild pain in her hip for 6 months and fistula with yellowish sanies in suprapubic, and was referred to our orthopedic clinic (Figure 1 ). She had reconstruction bladder prolapse surgery the previous year; yet, the symptoms emerged after 6 months. She had mild pain in the hip that was intense after walking and occasional mild fever. She had undergone a tenderness examination in the lower abdominal. Laboratory evaluation showed an increase in inflammatory factors. The erythrocyte sedimentation rate (ESR) was 30 mm in the first hour and C reactive protein was 75 mg/L (normal value less than 10 mg/L). The number of white blood cells was 10500/mm 2 (normal range 3500 to 9800) with 80% neutrophils. The pelvic radiograph was normal ( Figure 2 ). The bone scan showed an increased uptake in symphysis pubis. The patient was suspected of second bladder fistula due to the previous surgery and deep infection, and therefore, in collaboration with the general surgical team, exploration by suprapubic incision was performed. At the time of surgery, the secreted fistula was spread to symphysis pubis, retro pubic, and inferior ramus, hence, complete excision was performed. The fistula was followed to the bladder and it was detected by injecting dye to the route of fistula in the urine bag. Therefore, the route of fistula was followed to the bladder, which showed rich growth of Staphylococcus epidermidis. Antibiogram of allergies to clindamycin, amikacin, cotrimoxazole, minocycline, and ofloxacin, was studied and revealed resistance to methicillin. The patient was administered intravenous an- tibiotics, including flucloxacillin, and non-steroidal antiinflammatory was prescribed. Treatment with antibiotics lasted for 6 weeks. After the treatment duration, all symptoms were removed. In follow-up after surgery, the patients had no pain and the skin of suprapubic was not secreted (Figure 3) . 
Discussion
Osteomyelitis symphysis of pubis is among rare bone infection diseases. The etiology of pubis osteomyelitis includes factors such as iatrogenic, traumatic, and hematogenous factors (after urological and gynecological surgeries) (4) . Clinical diagnosis of pubis osteomyelitis infection is very difficult. In some cases, there have been misdiagnoses, and anti-inflammatory treatment has been prescribed for osteitis pubis (5) . Generally, what leads to misdiagnosis is rarity of the disease and the non-specific symptoms and side effects (1) . However, in cases with a history of (6) . Surgical treatment involves removal of the entire effected bone and closing the link within the fistula was successful in 7 cases (6) . In a study by Graham et al. on pubis osteomyelitis after surgery of bladder neck, it was revealed that the average time for emerging symptoms is 2 to 18 months after the intervention, which caused pubis osteomyelitis (7) . The most important clinical symptom was mild pain in pelvis and/ or draining wound. In all cases, staphylococcus was culture. Staphylococcus epidermis is the most important bacterial agent reported in these cases (7) . This type of staphylococcus causes osteomyelitis symphysis of pubis, which in most cases, is resistant to methicillin (7) . In a report by Pauli on a 23-year-old patient, it was indicated that the most important bacterial agent involved in pubis osteomyelitis was Staphylococcus aurous; this patient had no history of surgery or intervention in his pelvis. The main manifestation was that found in the current study (5) . In the report by Sturgess, staphylococcus in a 77-year-old female caused pubis osteomyelitis; identification of the infectious agent was done by the culture method (8) . These bacteria are part of the normal skin flora. Most bacteremia caused osteomyelitis in pubis (8) . In the report by Wilmes, one case of kingella kingae caused osteomyelitis symphysis of pubis in a female with immunodeficiency (3). Regarding urological interventions, it seemed that the most common infectious agent after surgery is Staphylococcus epidermis, and aggressive treatment is the best controlling method, while prescription of a good antibiotic should also be considered.
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Conclusion
Pubis osteomyelitis can have serious side effects. In most urologic or gynecological surgeries, most bacterial agents are resistant to methicillin. Antibiotic treatment is not enough by itself. Curettage and jet lavage surgeries are suggested. Closing the possible link with urological tract should be considered to control the disease.
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